
method. Our experience in abdominal cesarean sec¬
tion fcr placenta praevia comprises seventeen cases. In
these the membranes were not available and the pla-
cer.ta practically covered the entire internal os. In
some of these patients the child was dead or dying
and the mother exsanguinated. All were at or near
term.
The method of operation consisted in opening the

abdomen, turning out the uterus, incising it and imme¬
diately removing its contents. It was interesting to
observe how completely hemorrhage ceased when the
uterus was emptied. The uterine cavity was then
thoroughly irrigated with hot sterile salt solution and
packed firmly with 10 per cent, iodoform ^auze car¬
ried through the cervix into the vagina. The uterus
and abdomen were closed in the usual manner. The
vagina was sponged out with mercuric chlorid solution
and firmly tamponed with sterile or mercuric chlorid
gauze. During the operation the patient received
intravenous saline transfusion, and strychnin, digitalin
and atropin were given hypodermatically. In exsan¬

guinated cases the patient was kept in the Trendelen-
burg posture until reaction occurred, and external
heat, rectal injection of stimulants and oxygen inhala¬
tion were used with success.
Of the seventeen patients three were especially ex¬

sanguinated through severe and repeated hemorrhages.
All the mothers recovered. The maternal mortality
was nil ; the fetal mortality 40 per cent. There was
no maternal morbidity except slow recovery incident
to severe anemia. Infection did not develop.
250 South Twentv-First Street.

HYSTEROTOMY

JOHN B. DEAVER, M.D.
PHILADELPHIA

Since 1912. when my paper on hysterotomy was
read before this Section, I have had twenty-five cases
in addition to the fourteen then reported in which I
have done this operation. Thus far there has been
no mortality and no complication, either immediate or

remote, as far as I am able to determine. This experi-
ence has strengthened my conviction that an active
surgeon engaged in pelvic work not infrequently
encounters cases in which this operation is a distinct
addition to his diagnostic and therapeutic resources;
that its dangers and disadvantages are theoretical
rather than real, and therefore that condemnation of
the operation by those who have had no experience
with it is but another instance of that false conser-
vatism and adherence to tradition which has blocked
the early adoption of many salutary measures.
The general indications for hysterotomy may be

stated as (1) to establish a prompt and certain diag-
nosis when a reasonable suspicion exists of malignant
disease of the interior of the uterus ; (2) for the
prompt termination of pregnancy in cases in which
life is acutely endangered by the continuance of that
condition.
Of the twenty-five operations during the past two

years, fifteen were performed for indications of the
first class and ten for indications of the second class.
In other words, 60 per cent, of the ooerations were

Read before the Section on Obstetrics, Gynecology and Abdominal
Surgery at the Sixty-Fifth Annual Session of the American Medical
Association, Atlantic City, N. J., June, 1914.

undertaken with the well-defined idea that some ear'1'
neoplastic process was present in the interior of the
uterus, and 40 per cent, because of danger to life by
reason of complications of pregnancy. The following
is a brief summary of the findings. In two cases a

single myoma was found in a pregnant uterus. I could
not determine to my own satisfaction whether or not
the enlargement of the uterus was due to pregnancy or
to a submucous fibroid. A hysterotomy revealed preg¬
nancy which was then terminated. It demonstrated
however, that the uterus was normal except for a

single myoma, which was enucleated and the woman
thus was saved from the more mutilating and danger¬
ous operation of hysterectomy, not to mention the
preservation of her sexual functions. In two cas^s
incision of the enlarged symmetrical uterus showed a

single submucous myoma, which was enucleated and
the uterus after repair left in situ.
In one case of symmetrically enlarged uterus, inci¬

sion showed multiple intramural fibroids and a hvner-
plastic state of the endometrium. This was sufficient
indication for removal of the uterus. The microscope
showed a chronic interstitial metritis in addition to
the gross changes.
In six cases of irregular bleeding leading to a sus¬

picion of malignant disease the incision showed in
three degenerated products of conception, and in three
partial separation of the placenta.
I am willing to debit these cases against the opera¬

tion, for I would not by design open the uterus intra-
abdominally for these conditions. Unfortunately.
however, I cannot always tell a pregnant uterus when
I have it in my hands, much less diagnose the con¬
dition by signs and symptoms in th? very early months.
If there is any one in the world who has this phe¬
nomenal ability let him cast the first stone.
In two cases of premature separation of the placenta

there was good reason to suspect placenta praevia,
which I consider an absolute indication for hyster¬
otomy.

One case of chorio-epithelioma in very early sta^e
was revealed by this incision. A brief history may be
of interest.
A woman 32 years of age was taken ill six months

before admission with pain in the left iliac region
radiating to chest and back. At intervals she has had
return of this pain, which for the past two months has
become much more severe. A leukorrheal discharge,
frequently blood-stained, was constantly present. The
hemoglobin was 70 per cent. The uterus reached 4 cm.

above the pubis. At operation the uterus presented no

external abnormality. By hysterotomy the products
of conception were removed and a friable ulcerated
area seen on the posterior wall. The uterus was

removed. Microscopic examination showed chorio-
epithelioma.
In one case a very early carcinoma was detected in

the extreme left cornu. The patient was a woman

aged 54, who had been bleeding irregularly for two
years. During the past three months the flow had
become much more profuse. There was no pain. Exam¬
ination was negative. At operation the uterus was
small and the appendages appeared normal. Hyster¬
otomy was done. In the left cornu a friable ulcerated
area was apparent. Malignancy was suspected a»d the
uterus removed. The microscopic examination
revealed an early adenocarcinoma at the suspected
area.
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In ten cases hysterotomy was done for the urgent
necessity of terminating pregnancy. In one case of
contracted pelvis with the fetus at term the classical
cesarean section was employed, both mother and child
being saved. Concerning this type of hysterotomy
fortunately there is now no noteworthy difference of
opinion. The simplicity and safety of the operation,
however, are still not thoroughly appreciated, owing
to the fact that there is a considerable statistical mor¬
tality. When it is realized that this mortality is almost
wholly due to depletion of the patient's powers by
unavailing attempts at delivery by other means,
together with the subsequent infection that attacks a

large percentage of women so mistreated, the opera¬
tion will be more often performed as a primary pro¬
cedure and the maternal mortality will approach the
vanishing-point while many more children will be
saved and disabling birth injuries avoided.
In one case of toxemia of pregnancy with eclampsia

at six months delivery was effected by hysterotomy.
The child was not viable, but the mother, who was

only 20 years old, recovered promptly. This opera¬
tion was done in February, 1913. The patient is now
in the eighth month of a second pregnancy, the course

of which is proceeding uneventfully without signs or
symptoms of toxemia.
Hysterotomy is not advised for all cases of toxemia

of pregnancy. There are few serious conditions the
onset of which can be detected so readily as this.
Undoubtedly palliative treatment should be instituted
at the outset on the first indication of nephritis,
increased blood-pressure, digestive or visual disturb¬
ances. If toxemia increases in spite of treatment it
is, in my opinion, an absolute indication for the ter¬
mination of pregnancy. If the condition has been
detected early there is ample time for the induction
of premature labor. In neglected cases, however, and
particularly in the event of eclampsia, the quickest,
safest and surest method of dealing with the con¬
dition is by hysterotomy. It matters not for this dis¬
cussion what is the nature and cause of the toxemia,
for it is clear enough that pregnancy is at bottom
responsible for it. The sooner pregnancy is inter¬
rupted the more quickly does the cause cease to
operate. Moreover, hysterotomy is a rapid and safe
means of delivery, making but little demand on the
vital powers of the patient, which can by no means

be said of accouchement forcé or of the methods .of
induction of premature labor. Naturally, in the late
cases there will be a mortality under any method of
treatment, owing to irreparable damage to the essen¬

tial organs, but that procedure which at once relieves
the underlying condition and makes least demand on

the vital powers of the patient should certainly be the
method of choice.
In three cases of placenta praevia delivery was by

hysterotomy. The duration of pregnancy was three,
five and six months, respectively. In two cases the
attachment of the placenta was marginal and in one
central. In all I have performed hysterotomy in eight
cases of placenta praevia without maternal mortality.
The absolute command of hemorrhage which the sur¬

geon has during the operation of hysterotomy is
sharply contrasted with the danger from bleeding
under the more common procedures of operative
obstetrics. Shock is less and the liability to infection
is certainly not greater. Under proper circumstances
for laparotomy there can be little excuse for flirting

with death by the uncertain methods so largely in
vogue.
In five cases I emptied the uterus by hysterotomy

because of a severe renal infection amounting to
sepsis. Simple pyelitis is not an indication for hyster¬
otomy. Palliative measures or local treatment will in
most instances effect a cure. When, however, the
general condition is alarming, this operation will give
the most rapid and happy results. In one case, actu¬
ated by conservatism, I refused to empty the uterus,
a decision which later I regretted, as the unfortunate
woman in her debilitated condition contracted a severe
puerperal infection from the effects of which she died.
When a septic focus exists in the body with conse¬

quent infection of the blood-stream, there is grave
danger of auto-infection of the uterus after child¬
birth. The circumstances of the patient must be con¬
sidered among the indications for the termination of
pregnancy under these conditions. When the patient
is able to command good treatment and hygienic sur¬
roundings, every effort should be made to carry her
through to term. A patient of the poorer classes,
however, who has to look forward to some months of
advancing pregnancy in a septic state that does not
yield to such treatment as can be carried out and
maintained, is entitled to have her life considered the
paramount issue.
Let us now examine the net results in the twenty-

five cases treated. There was no mortality. The mor¬

bidity was only that of an ordinary laparotomy. There
was but one complication, a wound infection, not prop¬
erly chargeable to the hysterotomy, as the uterus itself
was uninfected. Only three uteri were sacrificed, one
each for carcinoma, chorio-epithelioma and myoma of
the uterus associated with chronic metritis and endo-
metritis. One eclamptic patient was cured and is
again normally pregnant. In one case of contracted
pelvis treatment was successful for mother and child.
Five patients with partial separation of the placenta
were relieved and three patients with placenta praevia
were snatched from imminent danger. In the remain¬
ing cases, while the operation was not life-saving, yet
in its results it challenges any other form of treatment
yet devised.
That the operation is not in itself dangerous is

shown by the absence of mortality in this series and
corroborated by the experience of Russell of Johns
Hopkins, who, in 1905, reported thirty-two cases with¬
out death. Dickinson in an excellent article on diag¬
nostic hysterotomy with a summary of twenty-seven
cases expressed great satisfaction with the operation,
but did not state definitely whether he had had any
mortality. Howard Kelly, in a personal communica¬
tion, states that he has performed hysterotomy in
about sixty cases without mortality from the operation.
From memory he speaks of a case similar to some of
my own, which gave him particular satisfaction. This
was an instance of single submucous myoma, not
palpable but productive of excessive flow, pain and
ill health. The patient had been condemned to a
radical operation, but by hysterotomy and removal of
the submucous myoma the size of a hickory-nut she
was cured and has remained so for ten years. A con¬
siderable number of sporadic cases exist in the litera¬
ture and were encountered in the preparation of this
article. While no attempt at completeness was made,
it was noteworthy that not a death was reported as
following the operation. To Russell's opinion that
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''suprapubic hysterotomy is of conspicuous service in
cases of persistent uterine hemorrhage which is not
controlled by any form of treatment and in which
bimanual palpation of the pelvic organs has given an

absolutely negative diagnosis" I can give hearty assent.
[ believe, however, that its use may be extended with
benefit, as in the cases here cited, and that the term
may be advantageously employed to cover the incision
of the uterus in the interest of the mother in the early
months of pregnancy, the child not being viable.
Hysterotomy is destined to be of great service in the

early diagnosis of cancer of the fundus of the uterus.
There are many who maintain that surgery has
reached its limit in the treatment of cancer of the
uterus and that we must mark time until an improve¬
ment is brought about in diagnosis. In my opinion,
surgery has not reached its limit until it has assisted
in every possible way in the early diagnosis. I hear
a great noise of many voices saying that we are now
in possession of such a method in the curet and micro¬
scopic section. If I did not know the difficulties of
thorough curettage, of the gathering and preparation
of all the scrapings and the subsequent chance of
failure to section the malignant area, I might be
tempted to agree ; but the mortifying experiences
which I have had and which I have known the most
competent and thorough men to have in attempting
to scrape out the contents of a uterus, lead me to
distrust the curet, which I fully believe is the most
abused and over-rated instrument in the gynecologists'
armamentarium. Four weeks ago a woman, aged
24, consulted me in regard to vaginal bleeding. Six
months previously she had miscarried at three months.
Following this she bled and came under the care of
one of the most competent gynecologists in Philadel¬
phia. She was curetted at operation, but not enough
was obtained, in the judgment of the operator, to
account for the hemorrhage. The abdomen was

accordingly opened. The uterus appeared normal and
therefore the abdomen was closed. When she came
to me she had hemorrhagic fungating masses on the
anterior and posterior walls of the vagina, probably
chorioepithelioma. Here the curet failed ; and more¬

over, if it was justifiable to open the abdomen why
not the uterus, the seat of the diseased condition ?
This simple and proved innocuous procedure might
have made the difference between cure and a hopeless
outlook three months later.
Vaginal incision of the anterior wall of the uterus

has been advanced as a satisfactory substitute and a
safer operation than suprapubic hysterotomy. Tech¬
nically, it is somewhat more tedious and difficult,
though that in itself would be no bar to its acceptance
did it possess any real advantages. On the contrary,
it fails of its object in exposing the entire fundus.
The anterior wall of the uterus can be incised only as

far as the peritoneal reflexion of the bladder. The
field is small and difficult to keep clear of blood, and
the cornua cannot be seen. In addition to this, there
is a real danger of injury to the bladder and urethra,
as has actually occurred. The carcinoma of the cornu
here reported could not have been seen by this method.
It should be understood that the hysterotomy incision
is for the purpose of seeing and that palpation will
not suffice for the diagnosis of early cancer of the
uterus. The uterus itself is hard and its consistency
is not noticeably increased by the implantation of
cancer. We must depend on a ragged, friable, easily

bleeding and possibly ulcerated surface, characteristics
appreciable only to the eye.
Not only can we detect a percentage of early cancers

by hysterotomy, but in a more considerable percentage
of cases in which cancer is reasonably believed to
exist will the incision reveal the true cause of the
bleeding in hyperplastic endometritis, polyps of the
endometrium or small submucous myomas. These
conditions may necessitate only local treatment which
can be made thorough and complete under the guid¬
ance of the eye. The impossibility of thorough
removal of a hyperplastic polypoid endometrium by
blind scraping can be appreciated only when such a
uterus is freely opened and the actual condition seen.
To those who are able to delude themselves into the
belief that they can accomplish the impossible, the
operation of hysterotomy will not appeal.
The operation itself is simple. The abdomen is

opened by the usual paramedian incision. The uterus
is grasped in volsellum forceps and carefully packed
off by moist gauze pads. The anterior surface is then
incised down to the peritoneal reflexion of the blad¬
der, which may be carried forward if necessary.
With small retractors the interior may be completely
exposed to view. If the uterus is to be allowed to
remain the incision is closed by buried layers of chro-
micized catgut sutures extending down to, but not
through, the endometrium. Accurate apposition is
essential. A running seromuscular stitch of linen
placed close to the edge and invaginating the serosa

completes the closure.
1634 Walnut Street.

ABSTRACT OF DISCUSSION
ON PAPERS OF DRS. DAVIS AND DEAVER

Dr. Richard C. Norris, Philadelphia : The important
advances in recent obstetrics have been surgical, and yet, it
is my conviction that surgery applied to obstetrics should
come, not from the general surgeon, but from the trained
surgical obstetrician. The problem is not, what surgery can

do, but rather what it must do. I believe that cesarean sec¬

tion is an operation in the obstetrician's armamentarium that
will be resorted to more and more frequently. The problem
is not to find out how often we can do it, but how often we
must do it. Hysterotomy for routine diagnosis is "going
some." The curet has helped us, as also has intra-uterine
exploration with the intelligent finger, and our laboratory
methods combined with the clinical history. When these
means of diagnosis fa'il us, which is very seldom, there are
a'few cases which bring the patient to the surgeon's knife.
The abdomen is opened and what happens? Time and again
you will take the uterus out after you have cut it open.
Your diagnosis is pretty well made beforehand or you would
not operate. There are a few cases in which we are per¬
plexed; but, let it not go forth from this Section, that if
you don't know what is wrong inside a woman's uterus,
you should cut it open to find out. Such a doctrine is
pernicious and all the more so when taught by a distin¬
guished surgeon.
In the treatment of placenta praevia an analysis of sta¬

tistics will show that the mortality lies with the infected
patient. Preliminary care of the patient is necessary. We
see cases of placenta praevia in which the patients are so

exsanguinated and so surely infected that it would be an
obstetrical folly, and a surgical crime, to do a cesarean
section. There are cases recognized prompt'y, and early
brought to the obstetrical surgeon, in which cesarean section
is the ideal procedure—and the well-trained obstetrician
recognizes that. You can reduce the mortality of placenta
praevia by training the profession to treat cases early, in
the proper way, far more than by advocating cesarean sec¬
tion for every case. It is a campaign of education of the
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rank and file that is the real burden of the efficient obstet¬
rician and surgeon. The time is at hand when modern sur¬
gery applied to obstetrics will add to her laurels and increase
her triumphs.
Dr..George M. Boyd, Philadelphia: Prophylaxis, I believe,

is the keynote of the whole situation. On the one hand, we
have numerous danger signs in the toxemia of pregnancy lead¬
ing to eclampsia which if heeded will prevent this condition.
This is not so markedly the case in placenta praevia. Here
the patient is seemingly well and in 75 per cent, of cases

she will go nearly to the end of gestation without a danger
sign. She then begins to bleed and it is in the early recog¬
nition of the magnitude of this hemorrhage that safety lies.
We must teach the student to look with great gravity on

this hemorrhage in the last months of pregnancy. He must
look on such a patient as one suffering from arterial hem¬
orrhage and must make an accurate diagnosis. If to do this
requires anesthetization and the patient refuses he had bet¬
ter turn the case over to some one else to treat. It is
then, in the early recognition of placenta praevia that we

can do effective work. The treatment of placenta praevia
formed the subject of the opening discussion in the seven¬
teenth meeting of the International Congress in London.
As a result of that discussion I reached the conclusion that,
in the majority of cases, the patient is best treated by
bipolar version. The patients die of infection and a!so of
hemorrhage. A few cases will probably be better treated
by ciliohysterotomy. In 1901 I presented, as part of a sym¬
posium on placenta praevia in our county medical society,
a paper on cesarean section in placenta praevia and it was

pretty sharply criticised. Since that time I have followed
two or three of the maternities in our city. I advocated it
at that time in the restricted sense in the primipara with a
central implantation of the placenta. I still feel that it
has a field cf usefulness although limited. In only two cases

have I felt that cesarean section was indicated. In both
cases the patients flatly refused operation. I believe both
would have been better served by cesarean section. I would
emphasize the necessity of early recognition of placenta
praevia and its immediate and radical treatment. In the
majority of cases in the hands of the general practitioner
I believe we serve our patients best by performing bipolar
version.
Dr. Damon B. Pfeiffer, Philadelphia : Any one who has

had my opportunity of seeing numerous uteri removed by
various able and conscientious surgeons, must have received
the impression that gynecologic diagnosis lacks something
in that precision which is necessary in fitting the operation
to the case. We may be horrified at the prospect of incis¬
ing uteri unnecessarily. Are we not horrified at the prospect
of removing uteri unnecessarily? I believe that very many
uteri are removed every year for conditions which would
not warrant hysterectomy. This movement toward diag¬
nostic incision is the result of a demand for better diagnosis
on which to base our most radical procedures. Mistakes
occur usually in connection with bleeding, a symptom which
demands recognition of its cause in order to determine the
treatment which is adapted to the particular underlying
pathologic condition. We admit, of course, that many uteri
must be removed for bleeding, the cause of which is at the
present time inexplicable. It is a different matter when
you remove a uterus with a small submucous myoma, a

small isolated polyp or a hyperplastic endometritis. In all
these cases diagnosis could have been made earlier, I think
by hysterotomy than by curettage.
Dr. John O. Osborn Polak, Brooklyn: I do not think

that we should decide against or in favor of hysterotomy
without taking some of the considerations for and against.
It is a pitiable condition if we cannot make a diagnosis with¬
out opening the abdomen for diagnosis. Hysterotomy has
a definite place. Why any man should do hysterotomy on
eïrly placenta praevia or for diagnosis in the early months
of pregnancy I cannot see. Day after day we do hysterotomy
in questionable bleeding of the uterus by the vagina. We
come to exactly the same conclusion that has been so admir¬
ably expressed here : Feel and see what is inside the uterus
and the cornu, and I don't think there is any difncultv in

doing it. In some 500 cases of vaginal operations that wc

have done I have injured the bladder just once, and 1 did
it only last week, showing a man how easy it was to do it.
Dr. Deaver's statement that abdominal hysterotomy should
be used as a diagnostic method, is admirable in Dr. Deaver's
hospital, in Dr. Deaver's hands, but it is a most dangerous
statement to take out of this Section. Again in the early
toxemias of pregnancy why should we do abdominal hyster¬
otomy when we could empty the uterus by vaginal hyster¬
otomy with no morbidity? There I am absolutely assured.
Dr. John M. Fisher, Philadelphia : It is not necessary to

have the eye on everything within the uterus in order to
make a proper diagnosis. Dr. Deaver has spoken of curet¬
ting as being almost the only method we have of determinili;;
the condition of the interior of the uterus, save that of
hysterotomy. We all know that it is possible to dil.te the

, uterus so that the finger can be introduced and that by the
educated finger a diagnosis can be made of the presence of
abnormal conditions within the uterine cavity. I recall a
case in particular of a woman in the Philadelphia Hospital
who had found her way into the surgical department of the
institution, referred to us as having cancer of the body of
the uterus requiring hysterectomy. Dilatation of the os
and digital exploration of the uterus demonstrated retention
of fetal bones. These had been there almost four years and
had become imbedded in the substance of the body of the
uterus. The history of an offensive discharge covering four
years should have sufficiently demonstrated to the surgeons
that the case was not one of cancer. For another case a
piece of gauze was found introduced by a man who had
curetted some months previously. In this, likewise, a diag¬
nosis had been made of cancer of the uterus. After dilating
the cavity of the uterus a proper diagnosis was readily made.
I saw a case of persistent bleeding recently in which curet¬
ting had been done twice, and the woman was still bleeding.
As the curetting had been done by general surgeons, not by
a gynecologist, we thought that possibly something had been
missed. The patient had had an abortion several months
previously. By the introduction of the finger through the
previously dilated cervix the cause of the bleeding was
easily determined to be a small mass attached to one cornu
of the uterus. The mass was removed and the bleeding
ceased. So with other cases. Hysterotomy for the diag¬
nosis of submucous fibroids is rarely necessary. Dilatation
of the uterus can be effected with the finger, bougies, metra-
noiter or lamina tents (properly sterilized), so that a
satisfactory digital exploration can be made. The man who
does hysterotomy ^or diagnosing submucous fibroids in all
cases is making a serious mistake because it is absolutely
unnecessary. So in many cases of cancer of the body of the
uterus, early diagnosis can be frequently made by the finger.
The gynecologist develops a sense of touch for determining
things that the general surgeon has to see.
Dr. A. J. Rongy, New York : As long as we are going to

relegate the placenta praevias to the general practitioner, so

long will these cases be more injurious than a perforated
gastric ulcer. No general practitioner undertakes to treai
this condition. The secret of the successful treatment of
placenta praevia lies in early diagnosis. In early placenta
praevia, as Dr. Davis has said, or in ectopie pregnancy, we
have taught the general practitioner that he must presup¬
pose the possibility of eclampsia. So with a woman who is
pregnant and begins to bleed in the seventh or eighth
month, the practitioner must presuppose placenta praevia,
no matter what other diagnosis he may have in mind. As
soon as the condition of placenta praevia is diagnosticated
the woman must be taken to a well-trained surgeon or to a

hospital. She has no chance at home. We have practiced
all sorts of medical obstetrics heretofore, the results of
which are known. My personal results with cesarean sec¬
tion in placenta praevia are not as good as I would like
them to be. I have operated in cases probably too late. The
best chance for saving the life of the patient and of the child
in placenta praevia is by abdominal cesarean section.
Dr. Joseph B. DeLee, Chicago : I have performed cesar¬

ean section for placenta praevia eight times. At the same
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time and during this period I have treated sixty-eight other
cases of placenta praevia myself and the mortality of the
cesarean cases has been nil. The mortality in the sixty-eight
other cases has been three. Of these cases two patients
died of hemorrhage, one of whom I believe would have lived
had I done cesarean section. At the same time the obstet¬
rician is the one and the only one capable of saying which
case is proper for cesarean section. A large majority of
placenta praevia cases can be successfully treated from
below without "flirting with death.'' It is my conviction
that the placenta praevia case is the case for the specialist
obstetrician. A general practitioner, with a large amount
of obstetric experience cannot accumulate sufficient technical
skill to handle these grave complications. The curet has
certainly been damned too much because it has not been
used correctly. It has deserved a great deal of this condemna¬
tion. I use the curet for diagnosis, and by a systematic
going over of the anterior, posterior and lateral surfaces
find we do much with properly shaped instruments and the
uterus steadied in its position by the outside hand. The
fingers within the vagina guide the curet in the uterus and
the operation will give a great deal of positive and definite
though not final information. Emphasis was placed on the
education of the doctors regarding the first hemorrhage in
pregnancy. We should educate not alone the doctors, but the
public, and we can educate the public to educate the doctors.
The public should demand high obstetric skill and this demand
can be brought through the women's clubs. In Chicago we

organized a little club, "The Mother's Aid Society," which
has rapidly grown to over 700 members. Its slogan is "High
Standards of Obstetric Practice," and you would marvel at the
formerly neglected obstetric conditions which are now referred
to the doctors. This, done by a few women, well shows
what can be done by the large federated clubs of women.

Dr. Swithin Chaiidler, Philadelphia : I am sure Dr.
Deaver doesn't mean that every time a patient with pelvic
disturbances comes to him he is going to do a hysterotomy,
but that he is going to use his best judgment ; that when he
has a case indicating a serious pelvic condition, he is just
as able as any one whether a gynecologist or not, to deter¬
mine that by the ordinary means. To attack this operation
of Dr. Deaver's we must consider two things : Either the
operation itself must be dangerous or else the use of it in
making a diagnosis is unwarranted. We'certainly cannot
attack the operation on the ground that it is dangerous. I
do not agree with the men who state that the finger can

always tell the condition present, nor can this be done
always with the eye. If I have a case in which there has
been a curettage and in which I cannot tell the condition
by the finger, history of the case, etc., I shall do Dr. Deaver's
operation. The man who does not, under such conditions is,
in my opinion, just as guilty as the man who neglects a

case until it is too late for operation. I would depend on
Dr. Deaver to use his judgment in the individual case.

Dr. Edward P. Davis, Philadelphia : What is the status
of the widest experience in the world to-day concerning
placenta praevia? A recent investigation in one of the
principal provinces of Germany, a country under the best
medical conditions, shows that of all women dying in the
perils of childbirth, 10 per cent, die from placenta praevia.
What are the results of the treatment of placenta praevia in
private houses by men trained in the universities of Conti¬
nental Europe, and who have had hospital experience? Will
820 cases give you an idea? Probably a correct one or fairly
so. They give a maternal mortality of 10.9 per cent. ; a fetal
mortality of from 40 to 60 per cent. Now let us take our

cases of placenta praevia in hospitals ; in the Congress in Ber¬
lin in the summer of 1912, was given the interesting report
of Couvelaire in the Tarnier clinic at Paris, of 162 placenta
praevias of serious nature without cesarean section, using the
dilating bag and the rupture of the membranes, with a

maternal mortality of 6.7 per cent., fetal, from 44 to 66 per
cent. If we go to the Leipsic Clinic of Zweifel, than whom
there is no more able obstetrician and gynecologist to-day, we
find him getting, in placenta praevia, by combined version
under strict asepsis, a maternal mortality of 3.3 per cent. ;
a fetal mortality of 68.8 per cent. ; and by using the bag as

described in my paper, we lind him reducing the maternal
mortality to 2.6 per cent, and bringing down the fetal mortal¬
ity to 26.8 per cent. This must be taken as the acme of hos¬
pital treatment by skilled men without abdominal cesarean
section. In the Freiburg clinic, a series of thirty-eight cases
treated by abdominal cesarean section by Pankow gave a

maternal mortality of 2.5 per cent. ; a fetal mortality of 2.9
per cent, the lowest rate for mother and child yet reported.
The question of abdominal cesarean section depends for its
solution on whether the parturient woman in her complica¬
tions is deserving of the care which a woman with appendi¬
citis or ovarian cyst receives, or whether she shall have the
older and less efficient methods. I hold it a gross injustice
to the general practitioner of medicine that he be asked to
undertake such responsibility under disadvantages, as he has
been called on to do in the past, in obstetric practice. He
has borne this responsibility alone and unaided, at any hour
of the day or night, and he has done things from which the
boldest surgeon would shrink ; his results were extraordinary,
and I yield to no one in his honor. The present trend of
medicine gives to the general practitioner a field in which
his opportunities are unsurpassed and for which the training
of the medical schools to-day amply fits him namely, the
field of diagnosis. The medical student to-day, so far as I
have to do with him, is taught obstetric diagnosis first, and
then what not to do, quite as much as what to do, and when
to summon the competent obstetrician.
Dr. John B. Deaver, Philadelphia : I can answer the pro¬

test against opening the uterus if a diagnosis can't be made
otherwise only by protesting against leaving the uterus
unopened when a diagnosis cannot otherwise be made. Dr.
Norris agrees that there are indications for this operation.
As sane a man as Dr. Norris could not look at it from any
other point of view. There is a type of disease of the uterus
which no man can diagnose without resorting to the pro¬
cedure I have recommended. What is the attitude of the
surgeon to-day in upper abdominal disease? Is it possible
to diagnose every upper abdominal condition before the abdo¬
men has been opened? What does the exploratory operation
reveal ?—the true pathologic condition. Is it not a more
honest, just, conscientious course to pursue than to deceive
your patient by looking wise, getting a consultation fee and
making them think that you know it all? Those who assume
this position are dangerous doctors and capable of doing
much harm in their community. We are no further along
in the treatment of cancer than we were many years ago. We
must operate in the precancerous stage, and those who are
not doing as I and others advise in this respect will continue
to write certificates of death, the result of latent cancer. Any
one who uses laminaria tents to dilate the uterus invites infec¬
tion. Any one who knows anything knows he cannot dilate
the normal uterus with the finger for thorough exploration ;
this is an unanatomic, unphysiologic, illogical and unsound
statement. The surgeon, I grant, who possesses the tactus
eruditus is more fortunate than his brother who has never

acquired it. Dr. DeLee sounded a note as to the laity edu¬
cating the doctors. From what I have heard this afternoon I
think it is high time that the laity educated the gynecologists.

Antityphoid Vaccination.—No amount of theoretical proof
or disproof of the value of typhoid vaccine can affect the
practical accomplishment of antityphoid vaccination. Pre¬
vious to vaccination in the United States Army the best
sanitary measures were only able to reduce the death-rate
to 19 per 100,000. In southwest Germany perfect sanitary'
organization and military discipline have only been able to
reduce the typhoid death-rate to 4 per 100,000, while the
case-rate for the United States Army in 1913 was only 3 per
100,000. Vaccination is as successful in preventing typhoid as
in preventing small-pox. The death-rate from typhoid in the
registration area for 1913 was 16.5 per 100,000. There are
no valid reasons why everybody cutside the Army and Navy
also should not be vaccinated. Vaccination against typhoid
does not prevent other water- or milk-borne diseases, so
that sanitary improvements are as necessary after as before
vaccination.—Will Shimer, Jour. Ind. State Med. Assn.
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